Background Sub foveal choroidal neovascular
Of the 43 eyes, 16 (37%) were of inflammatory aetiology, 14 (33%) were judged to be idiopathic, and 9 (21%) were myopic (Figs. 1-3 ). There were also 2 eyes with dominant drusen, one with angioid streaks, and one with adult vitelliform dystrophy ( Table 1) .
Ten (23%) patients were noted to have significant elevation of the macula by subretinal fluid (sufficient to produce a convex elevation of the retina). There was pre operative subretinal haemorrhage in 14 eyes (33%). Six eyes (14%) had undergone laser treatment of the CNV prior to surgical excision. One patient had undergone a previous buckling procedure for retinal detachment.
Gas tamponade with air or SF6 was used in 21 (49%) of the 43 vitrectomy procedures.
Mean follow-up was 5 months in the surgical vitreoretinal clinic, ranging from 2 weeks to 16 months.
At final follow-up 6 eyes (14%) had gained an improvement in visual acuity of 3 Snellen lines or more. Nine of the operated eyes (20.9%) experienced a worsening of vision, and the remaining 28 (65.1%) demonstrated no significant alteration in visual acuity (Fig. 4) .
There was no statistically significant association between visual outcome and gender (X2 = 1.503, P = 0.4718) or age (l = 2.32, P = 0.6769). The age categories examined were age less than 30 years, 30-50 years, or greater than 50 years. There was also no significant association between the duration of visual symptoms (less than 2 months: l = 1.128, P = 0.5688; less than 6 weeks: l = 1.612, P = 0.466; less than 4 weeks: l = 0.181, P = 0.9135), underlying cause of CNV (l = 12.311, P = 0.2648) (Fig. 5) , presence of subretinal haemorrhage pre-operatively (l = 3.672, P = 0.1594), substantial retinal elevation (l = 2.99, P = 0.2242), prior laser treatment of the CNV (l = 1.911, P = 0.3846), intraoperative subretinal haemorrhage (l = 1.082, P = 0.5821) or recurrence of CNV (l = 0.417, P = 0.8118). There was a statistically significant association between good pre-operative visual acuity (6/12 or better) and reduced vision post-operatively (X2 = 17.74, P = 0.0014). antibiotics. There were two entry-site breaks that were psychovisual parameters is currently under way and will successfully treated with cryotherapy and gas be published separately. 
III Inflammatory
Improved 3 lines or more
Vision Unchanged
Worsened 3 lines or more Pre-operative laser treatment of the CNV was not statistically associated with an unfavourable visual outcome, but this did make excision of the membrane more difficult because of adhesions between the CNV and surrounding tissues.
The issue of intraoperative gas tamponade is interesting: there is a suggestion of an association between non-use of gas tamponade and an unfavourable visual outcome. In a randomised controlled trial of pneumatic retinopexy versus scleral buckling for the treatment of rhegmatogenous retinal detachment 26 it was noted that for detachments that had been macula-off for 14 days or less there was a more rapid restoration of vision and a significantly better visual acuity at 6 months after surgery in the pneumatic retinopexy group. This may relate to a more rapid reattachment of the macula in these eyes, and if our suggested association is indeed a true one then a similar mechanism could apply, since the macula in eyes with CNV is in any case frequently elevated by subretinal fluid, and the surgical protocol involves induction of a hydraulic macular detachment to gain access the CNV via the subretinal space.
There appears to be an association between good pre operative visual acuity and a poor post-operative visual result. Interpretation of this is difficult, since, for example, an eye with 6/12 vision pre-operatively is unlikely to achieve 6/5 post-operatively even if all goes well, and therefore in this group 'improvement' at the 3-line level is very unlikely. Nevertheless, a similar finding was made by Berger et al. 27 in their report specifically concerning excision of CNV in the setting of the presumed ocular histoplasmosis syndrome. Table 1 indicates that of the 4 patients in this group whose vision worsened significantly, the diagnosis was angioid streaks in one and myopia in another (diagnoses reported elsewhere to be associated with a poor visual outcome 23 ); in a third case a recurrence of the CNV became apparent by 4 months. However, if one considers Snellen visual acuity in isolation, then it might be appropriate for surgeons to temper any enthusiasm for surgical excision of CNV in patients with visual acuity of 6/12 or better.
The observed recurrence rate of 23% compares favourably with that observed for laser treatment of idiopathic CNV or CNV associated with the presumed ocular histoplasmosis syndrome, 9 , 28 although allowance must be made for the relatively short follow-up in this study. The recurrence rates reported by Thomas et al. 23 are similarly favourable. In the authors' experience excised CNV are almost always found at surgery to be larger than predicted pre-operatively by clinical or angiographic appearance. It is the authors' view that the observed reduced recurrence rate following surgery is real and is due to the undertreatment of CNV with laser because of an underestimation of the size of the membrane resulting from misleading clinical or angiographic appearances. The rate of surgical complications encountered during this series is similar to that reported for vitrectomy procedures in general.
In conclusion, the results of this study must be seen as encouraging given the generally poor prognosis for central vision in these patients. It should be borne in mind that assessment of vision using the Snellen chart in isolation is crude, and may be misleading. Even when Snellen acuity appears unchanged post-operatively there is very often a reduction or eradication of the pre operative distortion of which these patients usually complain. It is clear that we must adopt more valid tests of central visual function to assess surgical outcomes for these patients in a more meaningful way.
